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SUMMARY 
In this cross-sectional study, all subjects attending a community based mental health clinic were examined 
with the objective to understand the presenting problems and to find out whether somatic complaints were the 
chief complaint, whether the somatic complaint produced any disability in financial, occupational and social 
spheres. Also an attempt is made to identify somatizing disorders using Swartz's index. 
One hundred fifty eight subjects at-
tending a community neuropsychiatry clinic 
for the first time were included in the study, 
of whom 65% had somatic symptoms as the 
chief volunteered first complaint. Another 
12% reported somatic symptoms on en-
quiry. In 74% the duration was greater than 
six months. Moderate to severe disability, 
due to somatic symptoms was caused in 
nearly 50% of cases in occupational and fi-
nancial areas. 48 cases (30%) could be iden-
tified by Swartz's Index to have somatiza-
tion disorder. Using DSM-III Criteria, half 
of these 48 cases met the criteria for somati-
zation disorder. The study emphasizes that 
somatizing disorders may not be ignored, 
and due to their high prevalence, disability 
caused and ease of identification, they could 
be considered as "priority" disorders in 
community clinics in developing countries. 
Somatic symptoms are well known and 
inseparable from a variety of illnesses, spec-
ifically psychiatric syndromes, chronic med-
ical and neurological illnesses. Very few au-
thors have focussed their attention towards 
the somatic symptoms and somatization in a 
primary care or community set up. It has es-
timated that between 30% to 80% of patient 
visits to primary care clinics have a 
psychosomatic origin (Lin et al 1985). 
The basic process under the somatic or 
bodily symptoms is somatization. It is the 
process by which an individual uses the body 
or bodily symptoms for psychological pur-
poses or personal gains (Ford 1986). Katon 
et al (1984) defines somatization as idiom of 
distress in which patients with psychosocial 
and emotional problems articulate their dis-
tress primarily through physical sympto-
matology. It is a powerful idiom of social dis-
tress that often elicits care giving, responses 
from family members and patient's larger 
social network. 
Patients with somatization may have no 
detectable organic pathology or may amplify 
existing physiological changes. Somatiza-
tion occurs in a wide variety of clinical set-
tings. It is often found in patients with depre-
ssion, panic disorders, somatization disor-
ders, hystrionic personality disorders, fac-
titious disorders and malingering (Katon 
1982). It is also encountered in psycho-
physiological disorders and routinely in 
chronic medical disorders with waxing and 
waning, where somatization owing to 
psycho-social and cultural contexts is a 
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common source of clinical management 
problem (Katon et al 1984). 
The occurance of somatization varies 
across the socio-cultural groups and seems 
to be influenced by environmental stresses. 
As Barsky (1979) observed, somatization is 
more common among those who are less 
educated, of low socioeconomic status, rural 
background, and among ethnic groups and 
cultures which discourage the direct expres-
sion of emotional distress. 
Somatic symptoms have been studied 
in Indian patients by Goutam and Kapur 
(1977) and Srinivasan et al (1986). How-
ever, there have been no studies to find out 
the nature and magnitude of somatization in 
community based neuro-psychiatric health 
clinics. 
In the present study we have examined 
the somatic symptoms in relation to various 
psychiatric syndromes in a rural population 
which is being benefitted from the neurop-
sychiatric services linked with National In-
stitute of Mental Health and Neurosciences 
(NIMHANS), Bangalore. 
Materials and Methods 
This study was conducted at a commun-
ity based neuropsychiatric clinic - one of the 
satellite community health centres of 
NIMHANS. A team of psychiatrists, neuro-
logists, neurosurgeons along with clinical 
psychologists, nurses and psychiatric social 
workers, including both postgraduate stu-
dents and consultants of respective 
branches, provide regular services on a fixed 
day every month in collaboration with local 
health authorities, socio-political and volun-
tary organizations (Reddy et al 1986). 
The clinic population is mainly rural 
covering a large catchment area. Patients 
mainly belong to lower socioeconomic and 
lower middle class groups with traditional 
Indian cultural and agricultural background. 
Patients attending psychiatric services 
included in the study were in the age range 
of 17-60 years, free from mental retardation, 
organic psychosis and major physical illnes-
ses. A detailed account of sociodemog-
raphic variables were recorded on a specifi-
cally designed proforma for the study along 
with psychiatric diagnosis based on ICD-9 
(W.H.O. 1978). The main presenting com-
plaints and clinical features were also re-
corded. Detailed mental state and physical 
examinations were carried out. The somatic 
symptoms were enlisted and Swartz's 
somatization Index (Swartz et al 1986) was 
employed to further identify the somatiza-
tion disorder. Swartz somatization Index 
was developed by Swartz et al (1986) to sc-
reen for somatization disorders in a com-
munity set-up. This is an eleven item index 
with a cut-off point score of 5. This index has 
good sensitivity (95%) (Swartz et al 1986). 
The patients were independently assessed 
by a senior consultant and a junior consul-
tant to ensure good inter-rater reliability. 
The data were computed and subjected 
to statistical analysis to find out the fre-
quency distribution of various somatic 
symptoms. 
Results 
Table 1 shows the distribution of pa-
tients on various sociodemographic vari-
ables. Females predominate in the study 
sample (56%). The maximum number of 
patients were among the age group of 21 to 
30 years (35%) and the second largest pre-
sentation was from the age group 31 to 40 
years (27%). Patients above age 60 years 
were very few (4%). Majority of the patients 
were illiterate or just literate (67%). Those 
who had education upto high school or 
above were about one-third (33%). Major-
ity of patients were married (77%) and the 
others (23%) were either separated, 
divorced or unmarried. Majority were S.K. CHATURVEDI ET AL  371 
housewives (52%) and the others were ag-
riculturists (29%) and professionals (19%). 
Table 1 
Demographic Profile of the Sample 
(N = (158) 
Demographic Variable 
Sex 
Female 
Male 
Age (in years) 
Below 20 
21-30 
31^*0 
41-50 
51-60 
60+ 
Education* 
Illiterate 
Primary & Middle School 
High School and above 
Marital Status 
Married 
Others 
Occupation* 
Housewife 
Agriculature 
Professional 
n 
89 
69 
16 
56 
43 
27 
11 
05 
49 
27 
37 
122 
36 
79 
45 
29 
(%) 
(56) 
(44) 
(10) 
(35) 
(27) 
(17) 
(07) 
(04) 
(43) 
(24) 
(33) 
(77) 
(23) 
(52) 
(29) 
(19) 
* Adequate information about education and occupa-
tion for 45 and 5 patients respectively was not known. 
Table 2 
Diagnostic Breakup of Patients 
N=140* 
Diagnosis (ICD-9No.)  % 
1. Schizophrenia 
2. Affective Psychosis 
3. Anxiety Neurosis 
4. Hysterical Neurosis 
5. Neurotic Depression 
6. Psychalgia 
7. Psychosis Nos. 
8. Others 
16 
14 
27 
02 
44 
09 
09 
19 
(12) 
(10) 
(19) 
(1) 
(32) 
(6) 
(6) 
(14) 
Table 2 shows the diagnosis of the pa-
tients screened for somatic symptoms. From 
the total study sample (N=158) 18 patients 
were excluded as 16 patients had no 
psychiatric problems, and two patients 
could not be assigned any diagnosis at the 
time of study, sample size was reduced in 
table 2 from 158 to 140 patients. Neurotic 
depression was the commonest diagnosis 
(32%) and the second commonest diagnosis 
was Anxiety neurosis (19%). In all, 58% of 
the cases had a neurotic illness. Schizop-
hrenia, Affective Psychosis and other psych-
oses were diagnosed 12%, 10% and 6% re-
spectively. 14% of the patients shown in the 
table under the category of "others" had dif-
ferent diagnoses like alcohol dependece syn-
drome, adjustment reaction, psychogenic 
pain, bronchial asthma, depression NOS 
and sleep walking. 
Table 3 presents the frequency and 
distribution of somatic complaints in the 
study sample. In majority of the patients 
headache was the main complaint (31%). 
The next in order of frequency were 
generalised aches and pains (20%), 
generalised weakness (13%), and bac-
kache (11%). Other somatic complaints 
Table 3 
Distribution of Somatic Complaints and their Fre-
quency 
* No Psychiatric illness was diagnosed in 16 patients 
and diagnosis was uncertain in 2 cases. 
SI. 
No. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
Somatic Complaints 
Headache 
Chronic Pain 
Backache 
Generalized aches 
and pains 
Pain in eyes 
Pulling of Nerves 
Generalized weakness 
Multiple somatic 
complaints 
Other somatic/ 
pain symptoms 
Number Percentage 
of 
patients 
49 
14 
18 
32 
05 
07 
21 
07 
21 
(31) 
(9) 
(11) 
(20) 
(3) 
(4) 
(13) 
(4) 
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like pain in the eyes, pulling of nerves, 
multiple somatic complaints were re-
ported by a less number of patients. Pain 
in the eyes was the least frequent 
symptom (5%). 
Table 4 shows disability in patients 
as a result of various somatic complaints 
in occupational, financial and social 
areas. 
Table 4 
Disability due to Somatic Complaints 
Nature of Disability 
Disability Occupational Financial Social 
N = 72* (%) N = 41* (%) N = 52 (%) 
Severity 
Mild 20(27) 12(24) 12(23) 
Moderate 32(44) 13(32) 24(46) 
Severe 10(15) 7(17) 4(08) 
No Deficit. 10(14) 9(22) 12(23) 
* Exact or Definite evaluation of disability in the 
above spheres could not be determined in all the 
158 cases. 
It may be noted that in quite a large 
number of patients the information re-
garding their functioning in various areas 
was not supplemented and hence the dis-
ability has been assessed in 72, 41 and 52 
patients in occupational, financial and 
social areas respectively. Moderate de-
ficits in all the three areas social (44%), 
financial (32%) and occupational (46%) 
was one of the most important and com-
mon finding. Mild and severe deficits 
were less common. Severe deficit was 
noted in a few patients and mostly af-
fected the financial capacity, rather than 
social and occupational areas. Another 
group of patients showed no deficit in any 
of the three capacities. 
Forty four per cent of the patients 
had a least one somatic complaint, while 
48% had 2 or 3 somatic complaints. 
Patients having five or more somatic 
complaints were only 8%. 41% of the pa-
tients had a duration of illness between 1 
month to 1 year. 16% of patients had a 
duration between 1 to 2 years, while 25% 
of patients had a 2-5 years duration of ill-
ness. 16% of patients had more than 5 
years duration of illness. 48 patients 
(30%) could be identified using the 
Swartz Index to have the evidence of 
somatization disorder. 110 patients 
(70%) scored below the cut-off point on 
Swartz Index. Out of these 48 cases who 
were identified as somatization disorder 
according to Swartz Index, 24 cases met 
the criteria for somatization disorder ac-
cording to DSM III (APA, 1980) ie., they 
had a duration of illness greater than 2 
years and were below the age of 30 years -
at the time of onset of illness. 24 patients 
who scored above the cut-off point of 
Swartz Index either were above 30 years 
age at the time of onset of illness or had a 
duration of illness less than 2 years and 
hence could not be diagnosed as somati-
zation disorder according to DSM III. 
Discussion 
In this study, somatic symptoms 
were the chief volunteered first com-
plaint in 102 of the 158 cases (64.6%). 
Another 20 cases also reported somatic 
complaints on further inquiry. In all, dis-
tressing somatic complaints for which 
treatment was sought was reported by 
77.2% of the population. Somatic 
symptoms and somatization in patients 
attending primary health care and com-
munity services have been reported by 
Harding et al (1980), Escobar (1987), 
Gautam and Kapur (1977), Lin et al 
(1985) and Srinivasan et al (1986). How-
ever, our study was carried out in an un-
ique mental health facility based in the 
community (Reddy et al 1986). Despite 
such a high prevalence of somatization S.K. CHATURVEDIET AL  373 
and the amount of disruption caused by 
them, unfortunately, somatization has 
not attracted the attention of community 
mental health service organisers in de-
veloping countries. 
Geil and Harding (1976) had pointed 
out that little was known with regard to 
developing countries as to: a) the extent 
and duration of disability resulting from 
mental disorder; b) the burden the men-
tally disordered place on their immediate 
environment; and c) the problems 
created by those with psychiatric illness 
in terms of frequency of attendance at 
health services and reduced work effi-
ciency. Our efforts have been to get some 
information of these improtant issues in 
the community mental health clinic spec-
ifically with regard to somatization. It 
can be noted that 77% of the clinic popu-
lation suffered primarily from somatiza-
tion, and that in 74% of the cases the du-
ration was more than six months. Around 
50% of cases had moderate to severe dif-
ficulties in financial and social spheres 
due to their somatic problems. Somatiza-
tion is unquestionably associated with 
frequent health seeking behaviour, 
though this aspect was not examined by 
us in the present study. In more than 
85%, work functioning was affected at-
least to some extent in terms of absen-
teeism, loss of pay, inability to work etc. 
The occupational disability was moder-
ate to severe in 60% of the cases. Giel 
and Harding (1976) admitted that 
psychoneurotic conditions, which may 
present with somatic symptoms, made up 
the bulk of mental disorder both in rural 
and in urban communities. But, contrary 
to their observation, we have found that 
these were perceived as psychological 
problem (since they attend 'mental' 
health clinic) and their environment did 
consider them to be so, due to their 
disability in occupational and social 
spheres, and the financial burden. 
In this study, young female patients 
(housewives and/or agriculturists) pre-
dominate, as found in other studies as 
well (Harding et al 1980, Gautam and 
Kapur 1979). Majority of the patients 
had a diagnosis of neurosis. Psychotic 
illnesses were less commonly diagnosed 
in this community clinic population. 
Forty eight cases (ie. 30%) were 
identified using Swartz's somatization 
Index and had more than five somatic 
complaints (Swartz et al 1986). Of these 
48 cases, 24 (50%) met the criteria for 
somatization disorder according to DSM 
III (APA, 1980). These 24 cases had a du-
ration of somatic problems of 2 years or 
more, and the onset of illness was prior to 
30 years age. The other 24 cases who 
scored above cut-off score of Swartz 
Index either had a duration of illness less 
than 2 years or had onset of illness after 
30 years age. 
Our observations clearly indicate 
that in a community set up mental illnes-
ses present mainly as somatic complaints. 
Further, the somatization leads to 
tremendous loss to the individual, his 
family and work place. In developing 
countries, community psychiatry prog-
rammes cannot afford to ignore somati-
zation problems. One of the possible 
reasons why such problems were not 
taken as 'priority' illness was the diffi-
culty in identification of such disorders. 
However, we have found the use of 
'Swartz Index' quite easy and applicable 
in the community centres. Similarly sc-
reening symptoms are provided in the 
DSM III-R (APA, 1987) for diagnosis of 
somatization disorders. Ford (1986) had 
cautioned that somatization results in in-
creased utilization of medical services 374  SOMATIC SYMPTOMS IN A COMMUNITY CLINIC 
and can lead to tremendous financial 
loss, besides time lost from work or disa-
bility payments. Our findings emphasize 
that similar problems arise in a develop-
ing country also. Somatization is worthy 
of study from a financial perspective as 
well as from concern for more approp-
riate and effective clinical care (Ford, 
1986). Finally, our experience shows that 
it is possible to identify somatizing syn-
dromes without much difficulty, and that 
much more attention needs to be given to 
them, than at present, in developing 
countries. 
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